
OBSTETRICAL NEEDS ASSESSMENT FORM (ONAF) – INSTRUCTIONS FOR COMPLETION 

This form is intended for Medicaid Recipients participating in a HealthChoices Voluntary or Mandatory Managed Care Organization (MCO) or the Fee for 
Service delivery system. 

5. Please attach additional information if necessary. 

Visit (Fax at these times) Section to Complete 

First prenatal visit 

Update all areas as needed, adding dates of prenatal visits thus far 

Postpartum visit 

New

Practice name 

Phone # and Fax # 

Postpartum (PP) fax date 

SM, Geisinger Health Plan, Health Partners,
Keystone First Health Plan, United Healthcare, or UPMC for You 

1st Prenatal Visit 

Gravida 

Full-term 

Pre-term 



17P Candidate 

Result 

Referral 

Postpartum Visit 

  

  


